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We considered making the headline 
a statement rather than a ques-
tion. The Delta variant peters 

out and infection, hospitalization, and 
mortality rates plummet. As of this writing. 
We’ve been fooled by COVID-19 before. 
Still, optimism sprouts as Thanksgiving 
Day nears.

Our coverage of IDWeek 2021 on page 
28 features an interview with renowned 
infection prevention and control expert 
Monica Gandhi, MD, MPH. In the video 
of the interview on the Infection Control 
Today® (ICT®) website, Gandhi says, “In the 
history of infectious diseases, there has not 
been a single infection we haven’t been 
able to get through.” Let’s run with that.

Meanwhile, infection preventionists 
(IPs) still have plenty to do. Our cover 

story on page 16 by Heather Saunders, 
MPH, RN, CIC, a member of ICT®’s Editorial 
Advisory Board (EAB), reports on how IPs 
and hospital administrators can be agents 
of change, especially when it comes to 
battling health care-acquired infections. 
These pathogens have not been on vacation 
since that infamous month of March 2020. 

On page 24, we look at the concerns of 
sterile processing professionals voiced at 
the annual conference of the International 
Association of Healthcare Central Service 
Materiel Management. (In January 2022, 
that organization will be renamed the 
Healthcare Sterile Processing Association.) 
We interview Damien Berg, IAHCSMM’s 
vice president for strategic initiatives, who 
tells us how these niche professionals “got 
known” during the pandemic.

EAB member Saskia v. Popescu, PhD, 
MPH, MA, CIC, on page 22 reviews the 
latest guidelines on masking and how 
IPs should apply them in the real world. 

If COVID-19 finally recedes, we will 
still have to deal with the a� ere� ects. Jan 
Dyer on page 20 discusses ways to battle a 
COVID-19–fueled steep rise in methicillin
-resistant Staphylococcus aureus. 

We here at ICT® continuously strive to 
give IPs the best information: news they 
can use. You can help. Send feedback to 
Vice President of Content Alexandra Ward 
at award@mjhlifesciences.com.

Thank you for reading, 

Mike Hennessy Sr
Chairman and Founder
MJH Life Sciences™

Thankful That the Worst of COVID-19 Is Over?

ICT1121_006_Letter.indd   6ICT1121_006_Letter.indd   6 10/21/21   3:15 PM10/21/21   3:15 PM



BUG OF THE MONTH

7  November 2021    ICT®WWW.INFECTIONCONTROLTODAY.COM

Are You Going to Eat 
That? Be Careful

hand hygiene

cutting boards that you suspect might 
have been in contact with contaminated 
food. Next, sanitize them with a solution 
made of a tablespoon of bleach to a gallon 
of hot water. Dry these with a clean cloth 
or unused paper towel.

You know how spills in the refrigerator 
can stay, well, spilled? Good for me; not 
so good for you. Clean them right away. 

I mentioned pets. If you want to avoid 
me, thoroughly wash bowls and dishes 
pets eat from as soon as they are done 
with their meals.

Here is something I am sure will sur-
prise you: Proper hand hygiene also helps 
keep me at bay. Proper hand hygiene 
became all the rage when COVID-19 struck, 
but some studies suggest it has tapered 
off. Individuals forget. Just like I bet you 
will forget all that I just said. 

Who am I? 

I am always willing to take a seat at your 
dinner table. Of course, you cannot see 
me and you certainly did not invite me. 

Actually, you did invite me—by your action 
or inaction. You did not clean or prepare 
your food properly, or you did not check 
to see how the manufacturer made your 
food. I am everywhere—moist environ-
ments, soil, water, decaying vegetation, 
and animals—so you cannot avoid me. 
Usually, I am harmless, but for some of 
you I can be devastating.

I am transmitted wherever food is 
processed, harvested, packed, prepared, or 
transported. Refrigeration is no guarantee 
I will not appear. I can grow and spread 
unless you set the refrigerator to 40 °F 
(4 °C), and the freezer to 0 °F (–18 °C).

Relatively speaking, I am not that big 
a threat. The Centers for Disease Control 
and Prevention says I infect about 1600 
Americans a year, killing about 260. So 
I am not that dangerous…except when I 
am. And I said “relatively speaking.” The 
relatives of yours who are among my pri-
mary targets include pregnant women and 
infants. If I infect a pregnant woman, I can 
kill the child she is carrying. Newborns I 
have infected can become very sick and 
could even die. 

I also can feast on individuals 
65 or older and those with weakened  
immune systems. 

Even if you can brush off my mortality 
rates, you really do not want me to infect 
you. My symptoms can last from days to 
several weeks. 

They include:
 Muscle aches
 Nausea
 Diarrhea 
 Fever
 Chills

If I spread to your nervous system, those 
symptoms are:
 Stiff neck
 Headache
 Loss of balance
 Confusion
 Convulsions

In outbreaks that I have caused, I lived 
in raw, unpasteurized milk and cheeses, 
raw or processed fruits, raw or under-
cooked poultry, raw or smoked fish, deli 
meats, sausages, and hot dogs. I can infect 
your pets and they in turn can infect you. 
I can even be found in ice cream. How 
mean is that? 

To keep me away, keep it clean. Scrub 
your refrigerators, including the walls and 
shelves. Clean countertops, utensils, and 

To discover who I am, visit 
InfectionControlToday.com/
view/nov-2021-bug-month

G
IO

VA
N

N
I C

A
N

C
EM

I@
ST

O
C

K
.A

D
O

BE
.C

O
M

ICT1121_007_BOTM.indd   7ICT1121_007_BOTM.indd   7 10/21/21   3:14 PM10/21/21   3:14 PM



LITERATURE REVIEW

8  ICT®    November 2021 WWW.INFECTIONCONTROLTODAY.COM

Infection preventionists (IPs) face myr-
iad challenges during COVID-19 surges, 
including changing IP guidance, acute 
shortages in personal protective equip-
ment (PPE), understaffing, increased 
workloads that lead to burnout, and a 
rise in health care–acquired infections 
(HAIs). These problems affect all health 
care settings but hit nursing homes and 
other long-term care facilities (LTCFs) 
particularly hard, according to a study 
published in the American Journal of Infec-
tion Control (AJIC).1

Judging by what investigators with the 
University of St Louis found, the govern-
ment’s allocation of $2.1 billion to bolster 
infection prevention2—with emphasis on 
improving care at LTCFs—will likely be 
welcomed by IPs everywhere but espe-
cially those at LTCFs. The findings also 
underscore the critical role IPs play in 
COVID-19 response.

The AJIC study “identified challenges 
IPs faced during the COVID-19 pandemic, 
including rapidly changing and conflicting 
guidance, lack of recommendations for 
nonacute care settings, insufficient PPE, 
PPE complacency, and increases in HAIs 
and workload. The identified gaps in 
pandemic response need to be addressed 
to minimize HAIs and occupational 
illness. In addition, the educational topics 
identified by participating IPs should be 
developed into new educational programs 
and resources.”

Investigators conducted 7 focus groups 
comprising members of the Association 
for Professionals in Infection Control & 
Epidemiology in September and October 
2020. The IPs in the focus groups were 

drawn from LTCFs, acute care, outpatient, 
and rural health care settings. Participants 
included new (3 or fewer years’ experi-
ence) and experienced IPs (more than 
10 years’ experience). The focus groups 
occurred over Zoom and participants 
were asked open-ended questions about  
their experiences.

A total of 73 IPs participated from 
across the United States. Nearly all (70) 
were female, with 40 individuals holding 
bachelor’s degrees and 32 with certification 
in infection prevention and control (CIC), 
and 1 had neither. Forty-nine worked in 
hospitals, 26 worked in LTCFs, and the 
rest worked in outpatient or other settings.

One IP says in the study, “We were 
heroes at first, bringing in the PPE that 
everyone wanted, but then we were the 

much-hated enforcers making [individu-
als] wear PPE, especially the face shields 
and goggles.” Respondents also discussed 
dealing with changing guidance. One IP 
relates how “CDC comes out and says 
‘Use N95s,’ and then a couple weeks later 
they say, ‘Oh, if you just wear face masks, 
you’re OK, but N95s are preferred.’ It was 
very frustrating.”

The focus on COVID-19 forced IPs to 
forego their regular infection prevention 
duties. One explains, “There is no Monday 
through Friday. It is literally 24 hours a 
day, 7 days a week.”

Although they were desperately needed 
in the wards, IPs said they too often were 
left out of the decision-making process. 
This created a ripple effect, one says: “Deci-
sions were being made in organizations 

COVID-19 Surges Stress Infection 
Preventionists to Breaking Point
BY FRANK DIAMOND

COVID-19
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The faster that patients suffering from 
sepsis receive antibiotics, the better their 
chances for survival are. However, there 
still needs to be concern about possible 
adverse effects and contributing to anti-
biotic resistance, which could render the 
medications useless later.1 That was among 
the findings in a large cohort study pub-
lished in JAMA Network Open, with another 
being that median time-to-antibiotics for 
sepsis declined by more than 9 minutes 
per year during the course of the study.2

Investigators with the University of 
Michigan and the US Department of Veter-
ans Affairs (VA) also found that there did 
not seem to be a standardized approach 
concerning when to administer antibiotics. 
The study included 111,385 hospitalizations 
for sepsis at 130 VA hospitals nationwide 
from 2013 to 2018. The primary outcome 
was time-to-antibiotics across study peri-

ods, hospitals, and patient subgroups 
based on presenting temperature and 
blood pressure.

“[Although] time-to-antibiotics declined 
overall and in nearly every hospital during 
the study, there remained more than 2-fold 
variation in median time-to-antibiotics in 

the most recent study years,” the study 
states. The variation remained even after 
investigators adjusted the data to account 
for different patient characteristics. “This 
may represent a potential opportunity 

Sepsis Sufferers Receiving 
Antibiotics Quicker
BY INFECTION CONTROL TODAY® EDITORIAL STAFF

health care–acquired infections

Patients with abnormally low blood pressure were less 
likely to receive antibiotics even though they could 

benefit from such treatment, according to a recent study.

without their [IPs], which were resulting 
in extreme difficulties in coordinating 
throughout the county.”

IPs also noted an increase in HAIs. 
“The IPs in this study noted several fac-
tors they believed contributed to the 
increase in HAIs, including frequently 
changing protocols, staff turnover, lack 
of resources for training new staff, and 
visitor restrictions,” the study states. 
“Some IPs also described an increased 
placement of femoral central lines, which 
could increase risk for CLABSI [central 

line–associated bloodstream infection]. 
Increased workloads reported by the IPs 
to address the pandemic may have also 
adversely affected routine surveillance 
and practice observation, which could have 
contributed to higher HAI rates.”

LTCFs struggled the most. The study 
states that “IPs in LTCFs faced unique chal-
lenges not identified by their colleagues in 
acute care and outpatient settings. They 
were significantly more likely to run out 
of N95 respirators, reported challenges 
with COVID-19 testing not seen in other 

settings, experienced low staff morale, 
and saw high staff turnover. All of these 
factors exacerbated existing challenges to 
safe LTCF health care.”

LTCFs were devastated by COVID-19 
outbreaks among staff and residents. The 
morbidity and mortality rates remained 
high even after vaccines became available, 
the study states. 

REFERENCES AVAILABLE AT  

INFECTIONCONTROLTODAY.COM

for practice improvement going forward, 
but the benefits of further accelerating 
time-to-antibiotics must be balanced 
against the risk of driving antibiotic over-
use in patients with noninfectious illness,” 
the study states.

A good place to start, the study indi-
cates, would be better monitoring of 
patients with abnormally low blood pres-
sure (hypotension). The study states that 
“time-to-antibiotics was faster for patients 
with fever and normal blood pressure than 
for patients without fever but with hypo-
tension, suggesting that obvious signs of 
infection are a stronger trigger to prescribe 
antibiotics than shock or that competing 

treatments for patients with hypotension 
(eg, starting vasopressors) are prioritized 
before antibiotics, even though antibiotic 
delays are associated with greater mortality 
risk in patients with shock or hypotension.”

ICT1121_008-011_LitReview.indd   9ICT1121_008-011_LitReview.indd   9 10/21/21   3:13 PM10/21/21   3:13 PM
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Although COVID-19 vaccines work, 
they do not guarantee that a vaccinated 
person will not be reinfected, according 
to a research letter published in JAMA 
Network Open that examined break-
through infections among health care 
workers (HCWs).1 Investigators reviewed 
data from 5312 fully vaccinated and 690 
unvaccinated HCWs at the Hadassah 
University Medical Center in Jerusalem, 
Israel. The vaccinated workers received 
2 doses of the Pfizer/BioNTech vaccine. 

The results reinforce the main mes-
sage health care officials in most coun-
tries want the public to hear: vaccines 
work. Investigators found that 27 of the 
fully vaccinated staff became reinfected 
with COVID-19 (0.5%), compared with 
69 of the unvaccinated staff did (10%). 
Contact tracing for the breakthrough 
infections found that 15 of the 27 vac-
cinated staff who experienced break-
through infections became infected by 
a member of their household.

“This case-control study found 
that exposure to SARS-CoV-2–positive 
household members was a risk factor 
associated with infection among vacci-
nated HCWs,” the research letter states. 
“Household exposure is usually longer 
and closer than casual exposure or 
exposure at work and does not include 
masking or distancing, thus exposing 
one to a higher infectious dose and being 
more contagious.”

Investigators argue that their find-

ings suggest that individuals exposed 
to someone in their household who has 
tested positive for COVID-19 be quaran-
tined. “The findings of this case-con-
trol study suggest reconsideration of 
quarantining vaccinated [individuals] 
who have had significant exposure to 
household members who are positive 

for SARS-CoV-2 infection,” the research 
letter states. “This policy has already 
been implemented successfully in our 
hospital. Coupled with the current emer-
gence of the SARS-CoV-2 Delta variant 
in Israel and worldwide, our proposal 
should apply not only to HCWs but to 
the general population.” 

REFERENCES AVAILABLE AT  

INFECTIONCONTROLTODAY.COM

Should Health Care 
Workers Reinfected With 
COVID-19 Quarantine?
BY INFECTION CONTROL TODAY® EDITORIAL STAFF

prevention

VACCINES WORK. THEY 
WARD OFF SEVERE 

ILLNESS AND DEATH. 

BUT THEY DO NOT MAKE HEALTH 
CARE WORKERS INVULNERABLE 
TO BREAKTHROUGH INFECTIONS, 

ACCORDING TO A RESEARCH 
LETTER IN JAMA NETWORK OPEN.

Most patients (68.7%) received their 
first dose of antibiotics in the emergency 
department. A total of 7574 patients (6.8%) 
died in the hospital, and longer time to 
antibiotics was associated with higher 
in-hospital mortality. A total of 13,855 
patients (12.4%) died within 30 days of 
discharge.

The median time-to-antibiotics 
(adjusted for patient characteristics) 
declined by 9 minutes per calendar year 
but varied significantly between hospitals, 
with average time-to-antibiotics in the 
most recent period ranging from 3.1 to 
6.7 hours. Overall, the unadjusted median 
time-to-antibiotics decreased from 4.5 
hours in the first year of the study to 3.5 
hours in the most recent year.

Max Wayne, MD, fellow in pulmonary 
and critical care medicine at the University 
of Michigan, told Infection Control Today®’s 
sister publication Contagion® that “our 
findings suggest that patients with more 
obvious signs of infection get antibiotics 
faster. However, it is important to be 
cognizant that some patients with subtle 
findings can nonetheless still be very 
sick due to infection and warrant early 
antibiotics.”3

The study also states that “slope of 
change over time varied across hospitals 
in this initiative, resulting in a growing 
disparity in time-to-antibiotics by race as 
hospitals treating higher proportions of 
Black patients experienced less decrease 
over time.”

For patients in hospitals with faster 
time-to-antibiotics, the odds of receiving 
antibiotics within 3 hours increase by 
65%. Median time-to-antibiotics during 
the most recent year of the study (3.9 
hours) varied depending on presenting 
characteristics. Wayne said that “fever 
seemed to be a stronger driver of rapid 
antibiotics than low blood pressure.” 

REFERENCES AVAILABLE AT  

INFECTIONCONTROLTODAY.COM
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Two hours’ exposure to reformulated 
quaternary ammonium polymer coating 
applied to stainless steel coupons led to 
a reduction in contamination of stainless 
steel surfaces by human coronavirus 
229 E (HCoV 229 E) and SARS-CoV-2 by 
more than 99.9%, according to a study 
published in the American Journal of 
Infection Control.1

“With the recent detection of infec-
tious SARS-CoV-2 from the bedside table, 
remote control, bed rails, and flooring in 
the hospital room of an infected patient, 
the importance of effective hygiene proto-
cols for environmental surfaces remains 
imperative,” the study states.

Investigators with the University of 
Arizona used acetone-washed, preauto-
claved stainless-steel coupons coated with 
reformulated quaternary ammonium 
polymer. The uniformity of the coverage 
was monitored by an x-ray fluorescence 
spectrometer. A control group of stainless 
steel coupons was not coated.

Both the control and experimental 
coupons were then exposed to HCoV 229 
E and SARS-CoV-2, the virus that causes 
COVID-19. The study states that all work 
involving SARS-CoV-2 was done in a Bio-
safety Level 3 laboratory.

The viruses were harvested using 
both a carrier wash method and a swab 
method, with the carrier wash method 
proving more effective.

Swabs predipped in Letheen Broth Base 
(LBB) were placed into tubes containing 1 
mL of LBB and mixed. “The suspensions 
were immediately passed through Seph-
adex G-10 gel columns by centrifugation,” 
the study states. The carrier wash method 

involved rinsing the carriers 4 to 5 times 
using 1 mL of LBB, and then a cell scraper 
to detach virus further. Investigators say 
more studies will hopefully assess the 
effectiveness of the method on a variety 
of porous and nonporous surfaces.

The study states that “surface-active 
coatings that have antiviral capabilities 
are not meant to substitute for regular 
cleaning and disinfection practices, but 
rather serve as an additional barrier for 
reducing human exposure to infectious 
viruses that may be present on fomites.”

Charles P. Gerba, PhD, one of the study’s 
authors, told Infection Control Today® (ICT®) 
in May 2020 that continuously acting dis-
infectants will help environmental service 
teams keep health care facilities—and 
schools and office buildings—better pro-
tected from deadly pathogens.2 (Gerba is 
the professor of microbiology and environ-

mental sciences and a professor of public 
health at the University of Arizona’s Mel & 
Enid Zuckerman College of Public Health.)

“The problem with many disinfectants 
[is that] they will inactivate or kill what’s 
on there, but these surfaces can become 
contaminated right away again,” Gerba 
told ICT®. “And that’s the role of the con-
tinuously acting disinfecting surfaces 
because we know the surfaces are going to 
be continually contaminated. I think they 
might play another important role too, in 
that we emphasize largely the high-touch 
areas as playing the major role in disease 
of infectious organisms in the spread in 
indoor environments, but the low-touch 
areas are also important. I think we ignore 
them a lot.” 
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Method That Repels Pathogens 
From Hospital Surfaces Is Studied
BY FRANK DIAMOND

environmental services

Investigators used 
acetone-washed, 
preautoclaved stainless 
steel coupons coated 
with reformulated 
quaternary ammonium 
polymer to keep deadly 
pathogens at bay.
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T he Biden administration unveiled a 
$2.1 billion package on September 17, 
2021, to improve infection prevention 

and control measures against 
COVID-19 and other emerging 
infectious diseases as part of the 
$1.9 trillion American Rescue Plan. 
Rochelle Walensky, MD, MPH, 
director of the CDC, said in a news 
release that the “funding will pro-
vide significant resources to our 
public health departments and 
health care systems and oppor-
tunities to develop innovative strategies 
to protect every segment of the US popu-
lation, especially those disproportionately 
affected by the pandemic, at a time that 
they are hit hard.”1

Just how much Walensky pushed for 
this move is unclear, but when she became 
CDC director earlier this year many infec-
tion preventionists took heart because of 
her extensive background in infection 
prevention and control. Priya Nori, MD, 
medical director of the antimicrobial 
stewardship program at Montefiore Health 
System, told Infection Control Today® during 
a Q&A in March that “the infectious dis-
ease community in particular is incredibly 
thrilled about the new CDC director. She is 
a woman who spent her years researching 
HIV, who was seeing patients for many 
years—who knows what it is like to be on 
the front lines.”2

Over the next 3 years, the CDC plans 
to issue $1.25 billion of the funding to 64 
state, local, and territorial health depart-
ments to support the effort. The funding 
will go to about 6000 hospitals, 15,400 
nursing homes and other LTCFs, 7900 
dialysis clinics, and 4700 ambulatory 
surgery centers. The allocations total 
$885 million, of which $500 million will 
go to what the CDC calls “strike teams” 

$2.1 Billion Going to 
Infection Prevention Efforts
BY FRANK DIAMOND
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that will focus on LTCFs. The CDC says 
the strike teams “will allow state and 
other jurisdictional health departments 

to staff, train, and deploy strike 
teams to assist skilled nursing 
facilities, nursing homes, and 
other long-term care facilities 
with known or suspected COVID-
19 outbreaks. The strike teams 
will allow jurisdictions to provide 
surge capacity to facilities for 
clinical services; address staff-
ing shortages at facilities; and 

strengthen infection prevention and 
control activities to prevent, detect, and 
contain outbreaks, including support for 
COVID-19 vaccine boosters.”

In addition, the funding is meant to:
  Strengthen states’ capacity to prevent, 

detect, and contain infectious disease 
threats across health care settings: This 
will involve significant infection preven-
tion and control assistance to public 
health departments to work with health 
care facilities to improve quality of 
health care, and efforts to minimize 
infection in various health care settings.

  Increase laboratory capacity for health 
care: This will improve surveillance of 

emerging pathogens to better identify 
patients infected with non–COVID-19 
pathogens such as carbapenem-re-
sistant Enterobacterales3 and Candida 
auris.4 “Throughout the pandemic, there 
have been outbreaks of antibiotic-resis-
tant pathogens in COVID-19 units and 
other health care settings,” the CDC 
states.

  Project Firstline5: Funding will be 
increased for this effort meant to teach 
basic infection prevention and control 
methods to all health care workers.

  National Healthcare Safety Net-
work: The CDC hopes to increase 
funding for states to better monitor 
infections in health care settings.

  Antibiotic Stewardship: Money will help 
in analyses of data about antibiotic use 
and will improve antibiotic prescribing, 
according to the CDC. “Despite being 
ineffective against COVID-19, antibiotics 
have been commonly prescribed to 
patients during the pandemic, increas-
ing the risk of antibiotic resistance,” the 
CDC states. 
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Medical experts intend to take a closer look at long 
COVID-19, one of the more troublesome unknowns 
of the pandemic. Individuals who su� er from long 

COVID-19 exhibit acute symptoms from SARS-CoV-2 infection 
that can linger for months. Experts do not know whether 
they can do so for years; the disease has not been around 
long enough to make that determination.

The National Institutes of Health (NIH) on September 15, 
2021, unveiled a $470 million study it hopes will mine data 
from 30,000 to 40,000 individuals who su� er from long 
COVID-19.1 The e� ort is called the REsearching COVID to 
Enhance Recovery (RECOVER) Initiative.2

NIH Director Francis Collins, MD, PhD, voiced some 
questions driving the need for answers. For instance, what 
causes long COVID-19? (The scienti� c name for long COVID-19 
is PASC [postacute sequalae of SARS-CoV-2]).

Collins asked: “Is it a mis� ring of the immune system that 
fails to reset a� er the infection with this coronavirus? Is it a 
triggering of some metabolic dysfunction? We don’t know.”

The CDC, in a recent study in its Morbidity and Mortality 
Weekly Report, says long COVID-19 symptoms exceed 4 weeks 
“among [individuals] who self-reported ever receiving a pos-
itive SARS-CoV-2 test result with the prevalence of similar 
symptoms among [individuals] who reported always receiving 
a negative test result.”3

The self-reported aspect of long COVID-19 tracking matters 
because medical experts, as Collins said, still do not know what 
it is. Self-reporting will be an important element of RECOVER; 
the NIH has set up a website where volunteers may sign up.

The CDC says long COVID-19 symptoms can include hair loss, 
cognitive dysfunction, muscle pain, headache, and joint pain.

Collins said that “the diversity of symptoms and presen-
tations leads us to believe that long COVID-19 is not just 1 
condition. The only way, therefore, we’re going to sort this 
out is with very large studies that collect lots of data about 
symptoms, physical � ndings, and laboratory measures.”

RECOVER will involve more than 100 researchers at over 
30 institutions across the United States. As with everything 
involving an ever-mutating virus, getting the information 
quickly matters. Among the sources for data will be wearable 

Massive Study of 
Long COVID-19 
Is Launched
BY FRANK DIAMOND ADD
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T he COVID-19 pandemic drove many 
patients and physicians to adopt 
telehealth as a safe, convenient way 

to access care at a time when many offices 
were closed and travel caused concern.1 
However, it wasn’t always a smooth tran-
sition, according to the J.D. Power 2021 
U.S. Telehealth Satisfaction Study.2 Usage 
of telehealth soared 36% in the past year, 
but the study also underscores that chal-
lenges remain before there is widespread 
acceptance of telehealth as 
a substitute for face-to-face 
patient/physician interaction.

Along with the uptick in 
usage, there was a perceived 
decline in customer service, with service 
limitations, difficulty accessing care, and 
inconsistent care listed as areas in which 
telehealth needs to improve. 

Other study findings include the following:
  Telehealth embraced by all ages in 

2021: During the past year, 36% of 
patients have accessed telehealth 
services. That’s an increase from 9% 

in 2020 and 7% in 2019. Usage was 
consistent across generations, with the 
highest engagement reported by millen-
nials (born between 1981 and 1996) and 
the generation before Baby Boomers.

  Keep things easy, fast, and safe: The 
top telehealth motivators cited were 
convenience (57%), ability to receive 
care quickly (47%), and safety (36%).

  Pain, but no gain: Overall satisfaction 
with direct-to-consumer and pay-

er-sponsored telehealth ser-
vices was down in 2021 from 
the year before. Obstacles 
often cited by patients were 
limited services (24%), lack 
of information about costs 

(15%), confusing technology require-
ments (15%), and insufficient information 
about providers (15%).

  Uneven care for patients at higher 
risk: Overall satisfaction was 85 points 
down (on a 1000-point scale) among 
patients with the lowest self-reported 
health status than among those believ-
ing themselves to be in excellent health. 

Telehealth Use Surges, 
but Satisfaction Declines
BY TODD SHRYOCK

Healthier patients were more likely 
to comprehend information provided 
during visits, to perceive that their 
visits are personalized, and to obtain 
high-quality diagnoses.

Rankings
JD Power ranked the top telehealth pro-
viders in direct-to-consumer and health 
plan–provided categories. In direct-to-
consumer brands, Teladoc ranked highest 
in satisfaction with a score of 874. MDLIVE 
took second with 868, and MyTelemedicine 
was third with 859.

In the health plan–provided category, 
United Healthcare was tops with a score of 
868, while Humana and Kaiser Foundation 
Health Plan tied for second with 865.

The survey measures customer satis-
faction with telehealth service experience 
based on 4 factors (in order of importance): 
customer service (42%), consultation (28%), 
enrollment (19%), and billing and payment 
(11%). The study is based on responses of 
4676 health care customers who used a 
telehealth service within the past year. It 
was fielded in June to July 2021. 
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devices. Data will also be retrieved from 
laboratory tests, clinical information, and 
an analysis of those in various stages of 
recovery from COVID-19. “With immediate 
access to data from existing, diverse study 
populations, it is anticipated researchers 
will be able to accelerate the timeline for 
this important research,” the NIH said in 
its news release.

Of immediate concern is multisystem 
inflammatory syndrome in children  
(MIS-C). The RECOVER project will mine 
data about MIS-C and multisystem inflam-
matory syndrome in adults.

According to the CDC, MIS-C “is a condi-

tion where different body parts can become 
inflamed, including the heart, lungs, kid-
neys, brain, skin, eyes, or gastrointestinal 
organs.”4 As with long COVID-19, the CDC 
does not “yet know what causes MIS-C. 
However, many children with MIS-C had 
the virus that causes COVID-19 or had been 
around someone with COVID-19.”

Linda Spaulding, RN-BC, CIC, a mem-
ber of Infection Control Today®’s (ICT®) 
Editorial Advisory Board, told ICT® in a 
Q&A in February that it is a mistake to 
underestimate the harm COVID-19 can 
do to younger individuals.5

“[Individuals] keep talking about, ‘Well, 

the young kids, they’ll get it. They’ll get 
over it. It’s no big deal.’ But that’s not 
the reality of it. There are many young 
kids who have gotten COVID-19 and are 
now dealing with what they’re calling 
long-haulers disorder. That’s when they 
do have heart damage or lung damage. 
And from what we know it appears that 
will be lifelong. The young [individuals 
who] think, ‘Oh, I can go do what I want 
to do. And if I get COVID-19, that’s fine. I’ll 
get over it.’ That’s not the case.” 
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Compassion Fatigue? Talk About It
Rebecca Leach, MPH, BSN, RN, CIC: “[Compassion 
fatigue is] a hard topic for us because we’re not used 
to talking about this kind of thing in infection pre-
vention. We’re very much focused on evidence-based 
care and standards. And so, this delves into a little bit 
of dealing with our emotions, right? And in health 
care, we don’t talk about that kind of thing.”
WATCH: https://bit.ly/3mmIru7

CDC Epidemiologist Discusses
Sepsis, COVID-19 Link
The CDC’s Runa Gokhale, MD, MPH: “I think that 
there is a role for infection preventionists to play 
here, and they are a community that we’ve been 
trying to engage through some of our sepsis aware-
ness and sepsis prevention e� orts.”
WATCH: https://bit.ly/3isM2Wj

Who Will Get Nursing
Homes O�  Life Support?
Linda Spaulding, RB-BC, CIC: “The time to hold 
nursing homes accountable is not the time when 
everything’s falling apart, and they don’t know what 
to do, and there’s nobody there to guide them.”
WATCH: https://bit.ly/3DanrgZ

Featured in our Medical World News® Broadcast

Notable Quotables

Top Tweets

@ICT_magazine

@VIRGO.InfectionControlToday

@Infection-Control-Today

To see more interviews with expert clinicians and healthcare professionals,
visit www.medicalworldnews.com

Clinically, SARS-CoV-2 combines some of the 
properties of the seasonal fl u plus HIV. Similar to 
the seasonal fl u, SARS-CoV-2 can primarily attack 

the lungs. But ACE2 receptors are everywhere. 
Similar to HIV, the virus can also enter a stealth 
mode, silently spreading throughout the host’s 

body and attacking almost every organ, especially 
those with a high ACE2 receptor concentration.

—KEVIN KAVANAGH, MD
FOUNDER AND PRESIDENT

HEALTH WATCH USA

READ MORE: https://bit.ly/3Fk4z0P

“

”

In our new publication in @ICT_magazine 
we discuss the importance of using 
community engagement to promote 
basic infection prevention and control 
measures at the individual level. 
“Without an Engaged Community, 
Infection Prevention Can Flounder” 
https://bit.ly/3la0ep2

Let’s go Back to Basics! To best prevent 
and decrease infection, including 
antimicrobial resistance, we have to 
get back to the basics. All too often, 
we fi nd that adherence to basic 
measures is lacking. - @ICT_magazine 
#infectioncontrol Read more here: 
https://bit.ly/3lbmmzg

If #COVID could talk…but it does, at 
the cellular level: interesting article 
from Joachim L Schultze, MD, professor 
of genomics and immunoregulation at 
the University of Bonn @ICT_magazine 
https://bit.ly/3ozeKZN

Sepsis is a devasting condition that 
occurs in response to infection, made 
worse by drug-resistant infections. 
Diagnosing and treating earlier is 
critical. Read more via @ICT_magazine 
https://bit.ly/2YoHSYW

DR. SYRA MADAD @syramadad

SUREWASH @SureWash

ELIS UK @ElisUK_

CENTRE TO IMPACT AMR 
@CentreImpactAMR

Top Tweets

Get breaking news and expert insights 
delivered directly to your inbox.

Sign up for
Infection Control Today®

e-newsletters
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COVER STORY

How
Hospital
Administrators
Can Help IPs Manage HAIs

BY HEATHER SAUNDERS, MPH, RN, CIC

health care–acquired infections
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Before the COVID-19 pandemic, hospital 
administrators were familiar with the 
purpose and vision of the infection preven-

tion and control (IPC) department. When health 
care–acquired infections (HAIs) were high or 
outbreaks present, administrators would turn 
to their IPC colleagues to better understand 
what steps were being taken to reduce infection 
rates and prevent the spread of disease within 

the hospital. Despite their importance in the 
prevention and control of infections, some IPC 
departments have historically felt unsupported 
by hospital administrators.1 Occasionally, these 
departments have received little to no support 
for more full-time employees and no additional 
funding for prevention e� orts. They also have had 
a limited role in making hospital decisions that 
ultimately a� ect infection prevention and control.  
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ALMOST OVERNIGHT, INFECTION PREVENTION AND CONTROL BECAME 
ONE OF THE MOST IMPORTANT DEPARTMENTS IN THE HOSPITAL.

INFECTION PREVENTIONISTS WERE AT THE TABLE FOR EVERY 
DECISION AND DEPARTMENT CAPACITY WAS INCREASED TO 

SUSTAIN PREVENTION AND CONTROL EFFORTS.

As COVID-19 spread, hospital admin-
istrators looked to IPC experts to deter-
mine how to protect employees, patients, 
and visitors. IPC quickly became one of 
the most important departments in the 
hospital. Infection preventionists (IPs) 
were at the table for every decision and 
department capacity was increased to 
sustain prevention and control e� orts. 
The increased attention and support 
are what we have needed for decades to 
substantially reduce HAIs in hospitals. 

The pandemic has had a detrimental 
effect on progress in reducing HAIs.2

(See table on page 18.) If we can har-
ness the energy present between the IPC 
department and hospital administration 
during the pandemic, together we can 
become change catalysts, tackling HAIs 
with such gusto that the road back to 
zero infections will be paved in yellow 
bricks. But to accomplish this, we need 
a road map. We need de� ned steps that 
will lead hospital administrators and IPs 
along the path to improved patient safety 
with decreased HAIs.

Hospital Leadership Support
First, to see the changes we hope for in 
hospital IPC, we need the full support 
of hospital administration. For too long, 
preventing and controlling infections has 
rested solely on the IPC department. If 
we want sustained improvements in our 
hospitals, administrators must visibly 
show support for IPs while investing time, 
resources, and hospital funding to increase 
the capacity of the IPC department. 

As Tamasin Adams, MPH, CIC, man-
ager of infection prevention for the 
Lutheran Hospital of Indiana, states, 
“With the combination of administrative 
support and IP knowledge, new processes 
can be supported and implemented to keep 
patients and sta�  safe.” Yet many activities, 
such as increased surveillance for HAIs or 
electronic hand hygiene monitoring, will 
require additional sta�  and funding. Cur-
rently, many IPC programs barely have the 
capacity to keep up with mandatory HAI 
surveillance and reporting requirements. 

Although HAIs tied to mandatory 
reporting and hospital reimbursement 
are priorities for the hospital, many other 
HAIs are being neglected due to limited 
staffing within IPC departments. With 
administrative support to increase infec-
tion prevention sta�  ng, IPs could move 
beyond HAIs tied to reimbursement and 
target those not regulated by mandatory 
surveillance and reporting requirements.

Frontline Buy-in
Visible support from hospital admin-
istration increases sta�  buy-in for IPC 
e� orts. Although IPs have the tools and 
knowledge to decrease HAIs, hospital 
administrators must make those e� orts 
visible and rally buy-in from frontline 
sta� . Without frontline support, e� orts 
to improve prevention practices and 
mitigate the spread of infections will 
quickly fail. 

One of the most overlooked methods 
for gaining frontline support is having 
existing relationships and trust with 
frontline sta�  members. When hospital 
administrators and IPs show their respect, 
trust, and support of frontline sta� , those 
sta�  members will respond in kind. When 
we work collaboratively, we work toward 
positive change. During the pandemic, 
everyone throughout the hospital turned 
to the IPC department for answers. 

Relationships with frontline sta�  mem-
bers were forged through the fires of 
COVID-19 prevention and response. Now 
that trust, respect, and collegial relation-
ships have been established, hospital 

administrators and IPs must continue to 
collaborate with frontline team members 
to prevent and control HAIs. 

For Sara Townsend, MS-HQS, FAPIC, 
CIC, manager of infection prevention 
for Children’s Hospital of Philadelphia, 
COVID-19 allowed her IPC department to 
develop partnerships with frontline sta�  
in their fight against HAIs. According 
to Townsend, “Suddenly [individuals] I 
never knew existed called me their new 
best friend. I, like others on my team, saw 
the never-ending list of questions and 
[individuals] as an opportunity. Today, 
as we dive back into scary times, those 
who labeled us their ‘new best friends’ 
have become reliable partners.” When 
hospital administrators and IPs build 
relationships with sta� , those individu-
als become collaborators in the journey 
toward decreased infections.  

Back to Basics
Once we have the full support of hospital 
administration and the buy-in of frontline 
sta�  members, we must get back to the 
basics of infection prevention to reduce 
the rate of HAIs. We must reemphasize 
the focus on basic practices such as good 
hand hygiene, proper use of personal 
protective equipment (PPE), and environ-
mental cleaning and disinfection. These 
are e� ective strategies that will work again 

with support and resources provided to 
infection prevention teams. But how, with 
extreme sta�  ng shortages and a burned-
out workforce, do hospital administrators 
and IPs successfully improve infection pre-
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vention practices? In short, we must keep 
it simple. First, we must set up our sta�  for 
success in achieving best practices in all 
areas of basic infection prevention. Hand 
hygiene supplies, disinfectant products, 
and PPE must be kept readily available and 
easily accessible to support best practices. 
Next, we need hands-on education with 
return demonstration by all sta�  to ensure 
competency. Then, to ensure practices are 
sustained, we need appropriate auditing, 
monitoring, encouragement, and feedback 
to frontline sta� . Finally, we must con-
tinue education through frequent 
reminders and signage about 
best practices for basic infection 
prevention. 

But according to Erica Jones, 
BSN, RN, CIC, director of infection 
prevention for Mt. Washington 
Pediatric Hospital in Baltimore, 
Maryland, “Education isn’t always 
the answer.” Sometimes, even 
with the best hands-on education, we � nd 
that our efforts fall short of producing 
sustainable change. Jones says “it is about 

engaging frontline sta�  in processes to 
understand their day-to-day and how to 
incorporate basic prevention principles 
into processes that are already in place.” It 
comes back to collaboration. Again, for pre-
vention e� orts to succeed, we must work 
as a team with frontline sta� , listening to 
their perspectives and involving them in 
our e� orts to improve the prevention and 
control of infections. 

But listen closely, because this 
is important: None of this can 

be accomplished without 
the full support of 
hospital administration. 
The work ahead for IPs will take 
more administrative support and 
funding than ever. The COVID-19 
pandemic has brought a signif-
icant rise in HAIs. The reasons 
are abundant but the solution is 
simple. We need administrative 

support to increase the capacity of the IPC 
department, we need increased funding 
and visible support from hospital admin-

istrators for IPC e� orts, we need buy-in 
and involvement from frontline staff, 
and we need to return to the basics of 
infection prevention. But together, hospital 
administrators and IPs can stem the rising 
tide of HAIs in our hospitals. United, with 
increased support of the IPC department, 
we can sustain positive change in the 
prevention and control of infections. 

HEATHER SAUNDERS, MPH, RN, CIC, is director 
of infection control at Johns Hopkins Office of 
Population Health in Baltimore, Maryland. She is 
also owner of and primary consultant for Broad 
Street Prevention, where she guides health care 
and business leaders in the prevention and control 
of infectious diseases.
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2020 Q1 2020 Q2 2020 Q3 2020 Q4

CLABSI  -11.8%   27.9%  46.6%   47.0% 

CAUTI  -21.3% No change  12.7%   18.8%

VAE   11.3%   33.7%  29.0%   44.8%

SSI: colon surgery   -9.1% No change  -6.9%   -8.3%

SSI: abdominal hysterectomy  -16.0% No change No change  -13.1%

Laboratory-identifi ed MRSA bacteremia   -7.2%   12.2%  22.5%   33.8%

Laboratory-identifi ed CDI  -17.5%  -10.3%  -8.8%   -5.5%

Data courtesy of the Centers for Disease Control and Prevention, National Healthcare Safety Network: Weiner-Lastinger, L., Pattabiraman, V., Konnor, R., Patel, P., 
Wong, E., Xu, S., . . . Dudeck, M. (2021). The impact of coronavirus disease 2019 (COVID-19) on healthcare-associated infections in 2020: A summary of data 
reported to the National Healthcare Safety Network. Infection Control & Hospital Epidemiology, 1-14. doi:10.1017/ice.2021.362

CAUTI,  catheter-associated urinary tract infection; CDI, Clostridioides difficile Infections ; CLABSI, central line–associated bloodstream infection; MRSA, methicillin-
resistant Staphylococcus aureus; SSI, surgical site infection; VAE, ventilator-associated event.
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CURTIS DONSKEY, MD: “At this point there’s a lot of evidence on how 
pathogens are being shed. The next step is to see if there are some practical 
interventions we can implement to reduce shedding. We’re currently testing 
interventions like patient hand hygiene, antimicrobial clothing, and improved 
patient bathing.”

T he patient’s room may be a sanctuary 
of cleanliness, but what about out-
side? Outpatient clinics, radiology, 

physical therapy, and other such areas may 
be “underappreciated sources” of trans-
mission of multidrug-resistant organisms, 
according to investigators from the Louis 
Stokes Cleveland VA Medical Center in 
Ohio. In a 6-month observational study, 
they found environmental shedding of 
methicillin-resistant Staphylococcus aureus 
(MRSA) during 45% of appointments out-
side hospital rooms or during outpatient 
clinic visits.1 

Patients were screened for MRSA or 
multidrug-resistant gram-negative bacilli 
(MDR-GNB) upon admission, ward trans-
fer, and discharge. Those with MRSA colo-
nization or infection were placed in contact 
precautions (as were any patients with 
cultures positive for extended-spectrum 
β-lactamase–producing gram-negative 
bacilli or carbapenem-resistant gram-neg-
ative bacilli). For appointments outside 
patient rooms, staff at the appointment 
locations were alerted that the patient was 
in contact precautions. Clinical staff in sub-
specialty clinics, radiology, hemodialysis, 
and physical therapy were responsible for 
cleaning surfaces between patient visits.

Of 50 enrolled patients, 39 were col-
onized with MRSA and evaluated for 
shedding during 53 procedures. Eleven 
MDR-GNB carriers were evaluated during 
14 procedures. Patients were classified 
as shedding if 1 or more environmental 
cultures were positive during 1 or more 
procedures. All preprocedure cultures 
collected after cleaning and disinfection of 
surfaces were negative for the pathogens. 
The investigators performed χ2 tests to 
identify patient-level factors associated 
with shedding. 

Hardy Pathogen
No MDR-GNB were recovered from sur-
faces during 14 appointments. “We proba-
bly recovered more MRSA because it tends 
to be [hardier] and more able to survive 
on surfaces than multidrug-resistant 
gram-negative bacilli,” says Curtis Don-
skey, MD, director of infection control at 
Louis Stokes Cleveland VA Medical Center, 
chair of the Infection Control Committee 
at the Cleveland Department of Veterans 
Affairs, and an author of the study. He 
adds that conclusions that can be drawn 
about shedding of MDR-GNB are limited 
by the small number of colonized patients 
studied.

It was a different story for the MRSA 
carriers. Of those 39, 15 (38.5%) shed MRSA 
to the environment during 1 or more proce-
dures, including 10 of 24 (41.7%) inpatients 
evaluated during appointments outside 
their rooms and 5 of 15 (33.3%) evaluated 
during outpatient clinic visits.

In all, 17 appointments resulted in 
environmental MRSA contamination. In 
those 17 instances, cultures were positive 
in the patient area. In 2 of the 17 cases, the 
provider work area was also contaminated, 
due to the provider touching the patient 
without gloves followed by contact with 
the work area without performing hand 
hygiene. 

The 15 clinic visits were for infectious 

The Long Arm of MRSA 
BY JAN DYER

 health care–acquired infections

diseases, general internal medicine, and 
surgery. Contamination was present only 
in the patient area after 4 appointments 
and only in the provider work area after 
1 appointment (the provider used the 
computer after patient contact without 
prior hand hygiene).  

Given that none of the shedding was 
due to MDR-GNB carriers, the investiga-
tors subsequently focused their analysis 
on factors associated with shedding by 
the MRSA-colonized patients. The only 
factor significantly associated with shed-
ding, they found, was a wound positive 
for MRSA.

On the Rise?
Before last year, hospital-acquired MRSA 
infections had been in decline since 2010. 
Then came the COVID-19 pandemic. Inves-
tigators who used data from more than 
3000 hospitals in the National Health-
care Safety Network (NHSN) to deter-
mine the impact of COVID-19 on health 
care–acquired infections (HAIs) say that, 
compared with 2019, 2020 saw “large and 
significant” increases in prevalence for 
hospital-acquired bacteremia.2 Prelimi-

nary data for the last quarter of 2020, for 
instance, revealed a jump of 34% in MRSA 
compared with the same quarter in 2019. 
Several states had much higher increases. 
In Arizona, for instance, rates leapt 80%; 
in New Jersey, that figure was 99%. 

The investigators attribute some of 
the rise to the larger number of laborato-
ry-identified events reported during those 
quarters in 2020. They also considered that 
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the increase in MRSA bacteremia in 2020 
might have been a result of inadequate 
central line insertion and maintenance 
practices, but preliminary NHSN data 
showed no substantial changes in 2020 in 
the proportion of central line bloodstream 
infections (CLABSIs) caused by S aureus, 
or in the proportion of S aureus CLABSIs 
resistant to methicillin.

Theirs is the first comprehensive look 
at the impact of COVID-19 on HAI 
incidence at the national and state 
levels, the investigators say. Their 
data analysis is still preliminary 
and doesn’t reflect all HAIs in 
the United States in 2019 and 
2020. However, they also point 
to a meta-study that found 
more than 25% of all coin-
fections in COVID-19 patients 
were related to S aureus, more 
than half of which were MRSA. 
Whether some of the MRSA 
bacteremia events reported to 
NHSN in 2020 were secondary 
infections in COVID-19 patients 
remains unknown, they add.

The increased focus on hand hygiene, 
environmental cleaning, patient isolation, 
and use of personal protective equipment 
during 2020, combined with continued 
inpatient antimicrobial stewardship pro-
grams, could only have been for the good. 
But these days, with patients, staff, and 
families still at risk for COVID-19 and its 
variants, “there’s a need for more attention 
to the risk for transmission of all kinds of 
pathogens in outpatient and ancillary care 
settings,” Donskey says. “In our VA facility, 
we found that most clusters of COVID-19 
with nosocomial transmission occurred 
in outpatient clinics and ancillary care 
areas and predominantly involved health 
care personnel.”3  

Donskey says the Department of Vet-
erans Affairs has had a strong national 
program focused on control of MRSA and 
other resistant pathogens for more than 
a decade.  “The intervention has been 
associated with significant reductions in 
MRSA transmission and infections. One 

component of the program has been rou-
tine screening of hospital admissions for 
MRSA carriage. Knowing which patients 
are colonized with MRSA allows providers 
to implement control measures in inpa-
tient settings and after discharge.”  

Interventions
Donskey has spent the better part of his 
career narrowing down the who, what, 
why, where, when, and how of pathogen 
shedding. “At this point there’s a lot of 
evidence on how pathogens are being shed. 
The next step is to see if there are some 
practical interventions we can implement 
to reduce shedding,” he says. “We’re cur-
rently testing interventions like patient 
hand hygiene, antimicrobial clothing, and 
improved patient bathing.”

The investigators suggest that mea-
sures such as chlorhexidine bathing may 
provide “source control.” Only 2 MRSA 
carriers in their study were receiving 
chlorhexidine bathing—and neither shed 
MRSA. Of course, some basics should be 
de rigueur. Donskey cites a 2019 study 
that found intermittent decolonization 
of MRSA carriers with nasal mupirocin 

and chlorhexidine bathing after hospital 
discharge reduced the risk of MRSA infec-
tions.4 This type of intervention, he notes, 
could also potentially reduce the risk for 
shedding of MRSA during postdischarge 
outpatient visits.  

“In outpatient settings, personnel 
typically don’t know what pathogens their 
patients may be carrying,” Donskey points 
out. “Simple practices like encouraging all 

patients to use hand sanitizer when 
they arrive for outpatient clinic visits 

or procedures can reduce MRSA 
and other pathogens on hands.” 

Other steps include ensuring 
that mobility does not affect 
the disinfection. “We’re clean-
ing and disinfecting hospital 
rooms much better and now 
realize that we need to improve 
cleaning of equipment that 

goes from room to room and 
in outpatient clinics and ancil-

lary care areas,” Donskey says. 
Transferring patients also carries 

risk of triggering a super-spreader 
event. Researchers in Belgium and Sweden 

developed a MRSA contagion model based 
on a data-driven model of contact patterns 
among 743,182 patients in a large hospital 
system. They found that, conservatively 
speaking, it would take 3.5 weeks for the 
infection to appear in a second hospital. 
Even for low infectious rates, they say, 
MRSA might reach up to 10 hospitals within 
a year after the initial infection.5 

Infections can be managed or pre-
vented, but it will be a while before they 
disappear. Donskey is optimistic but 
realistic. “I think basic practices like hand 
hygiene and environmental cleaning have 
improved a lot over the past 20 years,” 
he says. “However, once we improve in 1 
area, we always find other areas that need 
attention.” 

JAN DYER is a writer and editor specializing in 
clinical topics. She lives in Suffern, New York.
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A s of early October 2021, there have 
been over 233 million cases of 
COVID-19 and 4.7 million associated 

deaths worldwide.1 These numbers likely 
represent a signi� cant undercounting due 
to asymptomatic and presymptomatic 
cases as well as access to testing, road-
blocks to care, and the ampli� cation of 
existing social and racial inequities. The 
COVID-19 pandemic has revealed many 
vulnerabilities in our health care and pub-
lic health systems, but also in our ability 
to prepare for and respond to infectious 
disease outbreaks and pandemics. 

Fundamentally, this has been a painful 
lesson in situations we thought we were 
better equipped to handle and weaknesses 
we had been ignoring. For so many of 
us working in infectious disease, public 
health, and infection prevention, many 
failures we saw were not unexpected. 
In fact, it seemed many were issues and 
red � ags we had been raising for years, 
from inadequate pandemic planning in 
hospitals and other health care facil-
ities to challenges in � t-testing 
large numbers of health care 
workers emergently and 
hurdles to getting enough 
isolation room. 

These are things 
we knew would be 
problematic during 
a pandemic; they do 
not include the obvi-

ous factors like hurdles in quarantine/
isolation in the community, science com-
munication, health care and essential 
worker burnout, etc. Fundamentally, 
this pandemic has held a large mirror 
up to the world—but will we remember 
these lessons? 

For infection preventionists (IPs), one 
of the biggest roadblocks was access to 
personal protective equipment (PPE), 
speci� cally masks, during the � rst year 
of the pandemic.2 We always expected 
supply chain hurdles but nothing could 
have prepared us for how chaotic and 
worrisome this experience has been. 

Role of IPs
Although IPs are not responsible for 
procurement of PPE, we work closely 
with the supply chain and procurement 
departments within health care facil-
ities to ensure adequate supplies and 

review new ones to discuss quality, prod-
uct availability, needs, etc. There is an 
intrinsic relationship between these 2 
departments that was ampli� ed during 
the COVID-19 pandemic. 

When supplies—speci� cally of masks 
like N95s—began to dwindle, the real-
ization hit: We will have to move to an 
emergency process and reuse or extend 
use of the masks we have been telling 
individuals for years to dispose of a� er 
caring for a patient. Soon, these shortages 
pushed us to evaluate the use of KN95 
masks,3 which were not previously allowed 
in the United States because of a lack of 
quality assurance. 

Following this, gowns and in some 
cases disinfectants become the hot com-
modity. While there were toilet paper 
shortages across the United States, we 
were increasingly just trying to buy what 
we could. As part of the problem, hoarding 
became an issue. To implement repro-
cessing of masks through disinfecting 

measures like UV radiation C (UV-C) 
or to enable extended use, we had 

to centralize many supplies 
because of such shortages. 

For many health care 
professionals, this gave 

the impression that 
masks were being 
withheld, which added 
stress, frustration, 
and distrust during 

Many Masking Problems Can’t Be Masked
BY SASKIA V. POPESCU, PHD, MPH, MA, CIC
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an already complex, exhausting situation. 
This was perhaps one of the more challeng-
ing times, as IPs worked to communicate 

that masks were available or that there 
existed a process for obtaining them. 
Therein lies our role—a bridge between the 
patients or health care workers and ensur-
ing safety through supplies, processes, 
etc. In this case, many of us felt helpless. 

Like so many, we turned to alternatives 
that opened the door to more supplies or 
at least extended use. Disinfection and 
extended use became more common, 
with processes shared by organizations 
and agencies like the CDC. Another option 
was reusable elastomeric particulate 
respirators,4 which were made of rubber 
material and could be repeatedly cleaned, 
disinfected, stored, and reused. Per the 
CDC, “They are available as alternatives 
to disposable half-mask filtering facepiece 
respirators (FFRs), such as N95 FFRs, for 
augmenting the total supply of respirators 
available for use by HCP [health care 
practitioners]. [Although] elastomeric 
respirators are not cleared by FDA for 
fluid resistance, based on their NIOSH 
[National Institute for Occupational Safety 
and Health] approval, they can provide at 
least equivalent protection to N95 FFRs. 
Some types of elastomeric respirators can 
offer higher assigned protection factors 
than N95 FFRs.”

While we were addressing the other 
needs of PPE, the use of elastomeric respi-
ratory opened the door to what the future 
may look like for infection prevention 
and masks in general. The hard part is 
whether we feel comfortable moving the 

needle when it comes to what we have 
always seen PPE as—a disposable mask 
and gown, etc. 

What We’ve Learned
The lessons learned from COVID-19 will 
likely take years to truly understand. 
Perhaps one of the most telling comes 
from the front lines of health care in 
terms of masks and PPE. The issue is 
2-fold—we need stronger supply chains 
for essential workers (and the public) 
to ensure adequate protection during 
emergent times, but we also need to start 
shifting how we approach PPE for health 
care workers. It’s worrisome when we 
must discourage the public from buying 
masks, specifically medical masks, to 
ensure adequate supplies for health care 
workers. As noted in the Washington Post: 
“Both the market for N95 masks and the 
national stockpile were small before the 
pandemic. The US imported at least half 
of its PPE, including medical masks, from 
China, where exports shrank for months 
because of the outbreak, said Scott Paul, 
president of the Alliance for American 
Manufacturing, a nonprofit organization 
that advocates for public policies to benefit 
US manufacturers.”5

What We Need
Ultimately, we need PPE that can be repro-
cessed both within a health care setting 
and at home—this issue speaks to bigger 
needs outside the hospitals and patient 
care areas. PPE that is single use can and 
does serve an important purpose, but one 
of the greatest hurdles we’ve had has been 
through continuously having to refit-test 

people when new masks come in that 
haven’t been used before. We need masks 
that can easily be fit-tested or are more 
moldable to ensure a good seal. Health 
care has such a significant waste problem 
and single-use PPE, like masks, is a prime 
example. To design more PPE like elasto-
meric respirators6 that can be reused and 
appropriately reprocessed would give us a 
significant advantage in times of stressed 
supplies but also ensure that we have 
higher levels of respiratory protection that 
are readily available and can be used by 
multiple health care workers. 

Moreover, such masks should be more 
moldable to make fit-testing easier and 
more efficient. Having to redo fit-testing 
for health care workers when we ran out 
of one kind of N95 and got another brand 
in was extremely time consuming. There 
is a desperate need for us to think out-
side the box when it comes to PPE and to 
incorporate IPs and frontline responders 
into these conversations as well as conver-
sations about research and development. 
Our approach to PPE and masks is a bit 
antiquated and now is the time to invest 
in innovation and pragmatic solutions, but 
we need to call upon the individuals who 
have experienced the hurdles of working 
in a pandemic. 

SASKIA V. POPESCU, PHD, MPH, MA, CIC,  is 
a hospital epidemiologist and infection preventionist. 
In her work as an infection preventionist, she 
performed surveillance for infectious diseases, 
preparedness, and Ebola-response practices. 
She holds a doctorate in biodefense from George 
Mason University in Fairfax, Virginia, where her 
research focuses on the role of infection prevention 
in facilitating global health security efforts. She is 
certified in infection control and has worked in 
pediatric and adult acute care facilities.
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Infection Control Today®: “Sterile 
Processing Unscripted.” What’s that all 
about?

Damien Berg, IAHCSMM Vice 
President for Strategic Initiatives: 
It’s great. I do want to give a shout-out to 
my copresenter, Amanda Benedict, the 
vice president for standards at AAMI. 
She and I had this conversation a long 
time ago….during the first COVID-19 
wave. There were several things going 
on, like reprocessing of N95 masks. 
They asked sterile processing depart-
ments to process 3D-printed items that 
I have never used and there are no 
standards that cover this stuff. There 
were a lot of things that happened 
during the COVID-19 time during the 
[FDA’s Emergency Use Authorization 
(EAU) act] that were confronting sterile 
processing professionals like myself. I 
manage a department for a large health 
care system and when I tried to refer-
ence standards—I have been part of the 
[American National Standards Institute 

and the AAMI] standards committee for 
16, 17 years—I couldn’t find anything. 
And on the AAMI side, Ms Benedict, 
she was getting calls, emails, and ques-
tions from [individuals] like me asking: 
“What do we do when, basically, the 
standards don’t match the reality of 
what the world’s going through right 
now? How do I do it?” We said it’s sterile 
processing unscripted because we’re 
dealing with something that doesn’t 
have a script. We’re doing something 
that doesn’t have a [standard attached 
to it]. How do we do that? How can we 
create a pathway moving forward, so 
that whatever hits us next, it’s not this 
panic scenario on our part?

ICT®: Can you give an example of how 
this might work on the ground?

Berg: A good example is recently in 
Louisiana when we had the hurricane 
and there was immense flooding, 
power outages, and water outages. 
What people don’t realize is that in 

Come January 2022, the International Association of Health-
care Central Service Materiel Management (IAHCSMM) 
will officially change its name to the Healthcare Sterile 
Processing Association. HSPA should be easier to remember 
and many throughout the health care system will want to 
remember it because sterile processing professionals have 
been relied on heavily during the COVID-19 pandemic. As 
Damien Berg, IAHCSMM vice president for strategic initia-
tives, tells Infection Control Today® (ICT®) about how those 

professionals’ stock rose: “We got known.” Last month, 
IAHCSMM “got known” even more when it held its annual 
conference, with experts from around the world discussing 
how they improvised during the first wave of COVID-19 and 
the importance of proper management of water systems in 
warding off pathogens because stagnant water becomes 
reservoirs for bacteria, viruses, and fungi. Sterile processing 
professionals took center stage, which, since the advent of 
COVID-19, was not unfamiliar territory to them.

IAHCSMM’s Name Will 
Change, but Not Its Mission

Sterile Processing Unscripted: Know When to Innovate

The US health care system was caught 
off guard when COVID-19 was declared 
a worldwide pandemic in March 2020.1 
Infection preventionists and other health 
care professionals had to innovate in a 
hurry, the most obvious example being 
how to deal with the lack of N95 masks.2 
Among the frontline workers who had to 
make do with what they had were sterile 
processing professionals. IAHCSMM held 
its annual conference virtually last month. 
One of the presenters was Berg, who was 
president of IAHCSMM’s board of directors 
in 2018 and 2019 and is now the organiza-
tion’s vice president for strategic initiatives. 
The presentation by Berg and Amanda 
Benedict, vice president for standards for 
the Association for the Advancement of 
Medical Instrumentation (AAMI), was titled 
“Sterile Processing Unscripted.” Berg spoke 
to Infection Control Today® before his pre-
sentation about the innovations that sterile 
processing professionals had to come up 
with to function during COVID-19’s first wave. 
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hospitals when the city water goes out, 
how are you getting your steam? How 
are you getting your water to wash 
things? How are you handling that? 
There is no blueprint or anything to 
cover that. So, we wanted to say, when 
the water turns back on, how do you 
boil the water when you’re drinking 
water from the boiler? Water that you 
sterilize or wash your instruments 
with? We wanted to create blueprints 
for [individuals] to pick up and go so 
they don’t have to think on the fly. We 
want to give the leaders of either AAMI 
or IAHCSMM a tool to move forward 
with. That’s our presentation. We’ve 
got different areas we’re talking about: 
on the regulatory side, how standards 
are made and the rigor behind them. 
Then I’m going to talk about how that 
impacts the end users and my members 
and how they use those devices. Then, 
what are some examples when nothing 
matches either the education and/or the 
regulatory side? What do we get?

ICT®: You mentioned hurricanes and the 
electricity going out. I imagine that AAMI 
and IAHCSMM already had protocols 
about what to do in emergencies. Was 
COVID-19 just something so unusual that 
they didn’t apply?

Berg: Most facilities have emergency 
operation plans. But it’s tough to write a 
standard or metric. You can be educated 
on certain points. Honestly, with COVID-
19 and Emergency Use Authorization, that 
changed the dynamic. Never in modern 
history can I remember being allowed to 
do things that we would never have been 
allowed to do before. Again, I use that 
idea of reprocessing the N95s or repro-
cessing [personal protective equipment]. 
We were [previously] just told, “No, you 
can’t do that.” Once that was allowed, 
then other things happened. We were 
approached by the end users about all 
kinds of [methods]. “Well, hey, what about 
using this now, but you can’t do this.” You 
open the door for it. Now you can do this. 

The industry people love it. This is where 
I think back to the Industrial Revolution 
and those times when America was cre-
ative, creating stuff nobody ever saw or 
thought of. People in the industry were 
really being creative with 3D printing 
and/or coming up with new devices to 

substitute shortages in the supply mar-
ket, that we’ve never seen before. There 
literally were no standards to develop 
around that or education around it. They 
basically kept saying, “Why can we do it 
with the N95 mask and not with this?” 
We wanted to talk about that and say, 
“This is the way we need to address this 
moving forward.” And industry…it is 
awesome that people are thinking outside 
the box to solve [problems] in the real 
world. But we also want to make sure 
we’re doing it safe for the patients and 
the providers using these devices that we 
reprocess. Also, it’s reproducible. I can 
almost guarantee that I can sterilize and 
clean anything once. Can I do it multiple 
times with the same efficacy? That’s the 
rigor you need to put behind this. It’s like 
giving your kids permission to do some-
thing, and then you say, “Sorry, never 
mind. You can’t do that now.” And they’re 
like, “Wait a second. You can’t tell me I 
can do it, then tell me I can’t. You can’t 
say it was safe for me, and now it’s not 
safe. What’s the difference now?”

ICT®: It sounds like you’re talking from 
painful experience here.

Berg: Yes, sir. Also, one thing I didn’t 
tell you, and it’s something about me. 
I also spent 21 years in the military as 
a combat medic and [found myself in] 

multiple adverse conditions where I 
didn’t have things I needed. Sometimes 
you just improvise. We make it happen. 
I’m used to doing that. I came from that 
same thought process and mindset. The 
difference is I was—with reaching out 
to industry experts and standards and 

my background—able to show that we 
put some rigor behind doing it. We just 
didn’t listen to the noise out there. We 
didn’t listen to everybody saying, “Just 
do this” and run around like Chicken 
Littles shouting that the sky is falling. 
We did testing on N95 masks. We did 
documentation. I was able to track every 
mask to every reprocessing cycle to every 
end user and the number of times….The 
steps are so if there ever was an adverse 
event or outcome later, I was able to trace 
it back. But I also said at a certain point, 
we need to stop doing this because the 
supply chain will be back to normal, 
which it is in certain spots. It’s still wavy. 
But it has created that pull/push from 
the end users saying, “Well, I got this pin 
and I’m going to go and sterilize like we 
did with the N95s.” We have to say, “Well, 
that’s just not how we do things. Right 
now, we’re following policy, because 
there are no emergencies.”

ICT®: You mentioned that you were a 
medic and I want to thank you for your 
service. You have to be a special kind of 
person to be a medic.  

Berg: During the presentation…I’ll be 
using some of those real-world exam-
ples. There were things you just had to 
do, because you didn’t have an option 
and you had to go through with it. It was 

IAHCSMM’S DAMIEN BERG: “COVID-19 put a light on 
sterile processing professionals in a positive way. We became 
a force multiplier in the hospital by the things we did. And 
we got known.”
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about explaining the “why.” So, the N95 
masks—we literally knew our burn rate 
for them. And if we did not move—and 
we use UV light reprocessing at my health 
care facility—if we did not do that, the 
“why” would be that we would run out of 
masks in 5 days. That was our approach—
thinking outside the box, using research 
from other institutions that are well 
renowned and had some stu�  done to 
say, “OK, this is how we’re going to do it.” 
We got a multidisciplinary team together 
to come up with a process and the “why” 
behind it. “Why” wasn’t because we just 
wanted to do it, but because if we didn’t 
do it our care providers and our patients 
and we wouldn’t have N95 masks when 
we were treating the � rst wave of COVID-
19. We really had to say: “This is the call 
to action.” On the military side, I’ll give 
a graphic example. I was in the � eld for 
a unit and I did not have surgical gloves 
or sterile instruments. I had to go inside 
someone’s inner body cavity with my 
bare hands and instruments that I steril-
ized on my own to stop the bleeding. The 
“why” was if I didn’t do that, that person 
would die. What would impact a patient 
greater: Me not having sterile gloves and 
me getting exposed to their blood, or me 
just saying I don’t have them so I’m not 
going to do anything? You must make 
choices. Those are 2 extreme examples. 
When I have to do things in this world 
now, I always use the old method. I check 
my pulse, and if I have a pulse, then I 
can calm down and move on. I don’t get 
too excited about things anymore. I just 
think through them di� erently. That’s 
unscripted, because you’re going to have 
those unscripted moments where you 
can’t wait for the regulatory folks to say, 
“Do this.” You’ve got to use some com-
mon sense but also your science and 
background and then do what we call in 
the military an action review. You look 
backward and say, “OK. What did we do? 
Why did we do it? How do we do it? And 
do we need to change anything on why 
we did it?” I think the same thing really 
applied to this road map. I had some 

[individuals] do some soul searching and 
ask: “Do I really want to do this profes-
sion anymore?”...The level of stress that 
they went through, they probably never 
experienced in their lifetime. There are 
di� erent levels of stress and [individuals] 
handle it di� erently. They’re just kind of 
soul searching, saying “Is this really what 
I want to do? Am I close to retirement? 
Should I just retire? Or do I switch career 
paths and do something di� erent?” That’s 
� ne for everybody. I look back and think, 
“Boy, we did some innovative stu� .” I’ll 
give you some good examples. Where 
sterile processing really was—and it’s still 
holding true; it’s a byproduct of COVID-
19—we were looked at, because we’re the 
cleaning disinfection and sterilization 
experts in the facilities….People didn’t 
really know that. COVID-19 put a light on 
sterile processing professionals in a posi-
tive way. We became a force multiplier in 
the hospital by the things we did. And we 
got known. We got asked more questions 
about: Is this contact time right? What’s 
the dwell time? What’s the chemical ratio? 
They didn’t know what dwell time was 
prior to COVID-19. Not the masses. They 
didn’t know what contact time was. They 
just did their thing. But now they rely on 
us as subject matter experts. To me, that 
is a longer-lasting thing to keep me in the 
profession vs the small lap or the stress-
ful intense time of the � rst wave…. Now 
we’re dealing with multiple smaller waves 
that are hitting, but we’re using those les-
sons learned. That passion for what we do 
is to keep moving forward.

ICT®: Is there something that I neglected to 
ask that you think is pertinent and you want 
fellow health care professionals to know?

Berg: Great question….Years ago, I joined 
the military at 17, and wanted to be a 
combat medic, and I did surgical tech and 
� ight medical. I did sterile processing 
in the military, but I never thought that 
was my calling. When I transitioned to 
the civilian side—I’m still in the National 
Guard—I found sterile processing to be 
an honorable profession that does impact 
patient care, and you are appreciated. 
You need to know that. To the sterile pro-
cessing people out there: Know that you 
do make a di� erence. Everything you do 
touches a patient’s life, and thus the fam-
ilies and thus the surgeons and thus the 
hospital community. We do make a dif-
ference. You are appreciated. You’ve got to 
know that. You’ve got to soul search that, 
and be proud of it by getting certi� cation, 
by knowing your standards, and by being 
engaged in your community. That’s by far 
what I want to leave you with.  

This interview has been edited for 
clarity and length. 
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Water needs to flow in hospitals and office 
buildings because stagnant water and/
or the pipes it sits in can quickly become 
reservoirs of pathogens. That’s a message 
Brian Flannigan, vice president for corpo-
rate sales and business development with 
Phigenics, an Illinois-based water man-
agement company, brought last month to 
the annual conference of the International 
Association of Healthcare Central Service 
Materiel Management (IAHCSMM). Too 
often during the COVID-19 pandemic, 
water was shut off and stayed off for long 
periods, which caused many problems, 
Flannigan tells Infection Control Today®. 

“Water treatment equipment and water 
systems are not designed to operate spo-
radically,” says Flannigan, whose presen-
tation was titled “Water Safety & Quality 
During Medical Device Reprocessing.” 
He continues: “They operate much better 
whenever they operate continuously. There 
have been a number of operational issues 
that have arisen during the pandemic 
around sterile processing during opera-
tions and during the restart of operations.” 

He said the result of this is much 
greater awareness in and outside of health 
care about the importance of water man-
agement. “We have seen and recognized 
many of the health care heroes, the ones 
on the front lines who responded to the 
pandemic and the heroic efforts that 
they provided to support patients coming 
through the door,” said Flannigan. “What 
we haven’t seen necessarily are the behind-
the-scenes folks who have been responsi-
ble for [managing] the infrastructure of 
those hospitals.”

Flannigan said, “We are strong propo-
nents of the multidisciplinary team and 
the benefit that that brings.” That team 
should comprise infection preventionists, 
environmental services (EVS), building 
management, and, of course, sterile pro-
cessing professionals. It needs to follow 
standards mandated by the Centers for 
Medicare & Medicaid Services (CMS), 

standards that mirror those created by 
the American Society of Heating, Refrig-
erating and Air-Conditioning Engineers 
(ASHRAE), Flannigan says. ASHRAE Stan-
dard 188 contains specific benchmarks 
when it comes to managing waterborne 
pathogens and water systems.1 

“CMS said that a health care facility 
had to have a water management pro-
gram in place,” says Flannigan. “This risk 
management process for water systems 
starts with a multidisciplinary team. As 
you can imagine, the facility engineers…
are on this team. But a key player on that 
team is always infection prevention. We’ve 
seen that the water management programs 
in some hospital systems are driven by 
infection prevention as opposed to facility 
management. But in all cases, they partner 
with others in the hospital.”

EVS workers play a crucial role in 
ensuring that water doesn’t become con-
taminated. “As they clean the rooms, 
they are often tasked with making sure 
they run the fixtures in the room,” says 
Flannigan, who adds that in many rooms, 
patients are often too sick to shower or 
use the sink. “Very sick patients may not 
see water usage for weeks at a time,” says 
Flannigan. “EVS is how most hospital 
systems and water management teams 
make sure that water flows through the 
fixtures and that the disinfectant they 
have in the water systems has a chance 
to be effective.”

Although infection preventionists and 
EVS members staff the water management 

team at many health care facilities, it 
is significant that Flannigan is making 
his presentation at the conference of the 
largest organization representing sterile 
processing professionals.

“The reason why water quality and water 
safety are so important in sterile processing 

is that there have been direct connections 
made between the water systems and hos-
pital infections: operating room infections, 
asset life problems, maintenance problems, 
staining and discoloration of equipment,” 
says Flannigan. “There have been all kinds 
of issues that have been traced back to water 
systems over time. I would suggest that the 
awareness of that is increasing. The fact that 
we have this so-called water management 
team within the hospital that is responsi-
ble for making sure that, for instance, the 
overall distribution system for the building 
is safe. That team is now being leveraged 
because it’s the same group of players that 
for all intents and purposes would help 
support the sterile processing areas and 
the water systems that support them.” 
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BRIAN FLANNIGAN: “The reason why water quality and water 
safety are so important in sterile processing is that there have 
been direct connections made between the water systems and 
hospital infections: operating room infections, asset life problems, 
maintenance problems, staining and discoloration of equipment.”
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When IDWeek 2021 kicked off, Joshua Nosanchuk, MD, programs chairperson of the con-
ference, extended a warm welcome to all health care professionals dealing with infectious 
diseases, including IPs. He specializes in treatment of fungal infections. In a wide-ranging 
interview with Infection Control Today® (ICT®), in addition to discussing the important role 
IPs play in infection prevention and control, Nosanchuk talks about how to handle medical 
misinformation, the structural determinants of health, the importance of fostering a worldwide 
community of medical professionals dedicated to fighting infections, and the challenges 
involved in running a virtual conference—and, of course, what the health care system has 
learned from the COVID-19 pandemic. “The care of a patient with COVID-19 today in my 
hospital—compared [with] early March 2020 when we first had 1, then 2, then 20, then 2000 
at a time in our hospital—is night and day,” Nosanchuk tells ICT®. “It’s just incredible.” The 
interview took place right before the start of IDWeek 2021.

Infection Control Today®:  Let’s start 
with what you specialize in. Just how much 
of a challenge do fungal pathogens pres-
ent to the health care system? 

Joshua Nosanchuk, MD: Over the 
past several decades, we’ve seen more 
fungal pathogens. With the explosion of 
HIV in the 1980s, with more extensive 
regimens for treating different can-
cers, with all the newer biologics that 
we’re seeing, we’re seeing tremendous 

numbers of these cases in our patients. 
Many of these organisms are all around 
us. We breathe them in almost every 
breath we take. If you have a compro-
mised immune system, it can be over-
whelmed. Similarly, there are some [that 
healthy] individuals are susceptible to. 
[For example,] coccidioides, which is a 
fungal pathogen found mostly in the 
southwestern United States as well as 
in Latin America. If there’s a dust storm 
out in the San Joaquin Valley and you 

breathe in some of those spores, any-
body can come down with a very signif-
icant illness. There’s such a remarkable 
range in these organisms. Fungi are 
very similar to humans in terms of their 
structure and machinery, and so many 
of the drugs that we would really like to 
develop would also be toxic to us. The 
drugs that we give many of them like 
amphotericin, and the azoles like fluco-
nazole, can have toxicities in ourselves 
as well because of similarities with cho-
lesterol, for example.

ICT®: That seems a serious problem in 
terms of treatment. How do you approach 
that?

Nosanchuk: First, we need to make 
sure we consider these in our differen-
tials when we’re looking at a patient. We 
must aggressively pursue appropriate 
diagnostics. Diagnostics for fungi have 
continued to lag. Once we know a patient 
has these diseases, some are easy to 
treat in terms of duration of therapy. For 
Candida albicans, line infection—most 
of the time that’s a 2-week treatment. 

IPs Are “True Blessing”

What Awaits You at IDWeek 2021
The cliché that once something goes online it’s 
there forever might be debatable among comput-
er forensic specialists, but it’s true enough. That’s 
a good thing when covering a conference. Al-
though IDWeek 2021 happened a while ago (from 
September 29 to October 3), it remains ongoing 
thanks to the internet. Simply google lDWeek 2021 
and the top result is https://idweek.org where you 
may register and view the presentations as they 
happened in real time. 

Infection Control Today® was able to interview 
Joshua Nosanchuk, MD, programs chairperson 

for IDWeek 2021, and Monica Gandhi, MD, MPH, 
a panel moderator. Both are well known in the field 
of infection prevention and control. Nosanchuk is 
senior associate dean for medical education at 
Albert Einstein College of Medicine and Monte-
fiore Medical Center, both in New York, New York. 
Gandhi is associate division chief (clinical opera-
tions/education) of the Division of HIV, Infectious 
Diseases, and Global Medicine at the University of 
San Francisco and San Francisco General Hospital 
in California. Both have the highest respect for in-
fection preventionists (IPs) and the work they do. 
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But for certain infections—there’s one 
called paracoccidioides, which is mostly 
found in Latin America—we treat those 
individuals for at least a year and some-
times for life. They’re really complicated. 
We must think about vaccines for cer-
tain groups of individuals, particularly 
[those] who live in certain areas and 
may be at high risk. We must continue 
to develop newer medications. There are 
some now in the pipeline. But we haven’t 
had many new things for armamentar-
ium against fungi.

ICT®: Regarding IDWeek, you’re the chair-
person of programs. My core audience 
comprises IPs, most of whom have a nurs-
ing background. What’s on the agenda 
that you think will be of particular interest 
to IPs?

Nosanchuk: There’s a lot that’s hap-
pening and some of it has already 
begun. There are some premeeting 
workshops on antimicrobial stew-
ardship and on infection control that 
are very important. Some of these are 
focused more on trainees and others 
are for experienced individuals. One of 
the important things about our meet-
ing is that over the past several years, 
we’ve increasingly focused on struc-
tural determinants of health—not just 
dealing with the immediate problem 
but how and why do [individuals] end 
up with these diseases? How can we 
prevent that from happening? How can 
we prevent it as [individuals] move for-
ward from whatever acute crisis they’re 
having? COVID-19 has also shown very 
marked structural determinants that 
have influenced certain communities. 
For example, where I am in the South 
Bronx, [consider] individuals who devel-
oped COVID-19 back in April or May 
2020. If they went home to isolate there 
was no place for them to isolate. They 
were living in multigenerational houses 
with only 1 bathroom; very different 
than somebody who’s more affluent 
and may have many different rooms 

in their house where they can go. [We 
need to be] thinking about not just the 
incidents where you’re engaging with 
that patient in a nursing home or hos-
pital, but what’s going on in society and 
communities more broadly. The other 
thing that I’m very happy about with 
our IDWeek is that we’ve tried to have 
robust presence of diverse individuals 
for speaking. Over the past many ses-
sions, we’ve had at least a 50/50 split 
of men and women as speakers. For 
this year, we have at least that as well. 
That’s important to share. We have 
incredible talent across our field [that 
includes] PharmDs who are now a major 
force in our societies, as well as physi-
cians, as well as our nurse colleagues. 
It takes an interdisciplinary approach 
to be successful at addressing some of 
these weighty issues. One of the things 
we’re all focusing on is misinformation. 
There’s a nice session on misinforma-
tion and public health, and what we can 
do better. There’s one that’s entitled “A 
Psychological Vaccine Against Misin-
formation” by [Sander van der Linden, 
PhD], who’s coming from Cambridge 

in the United Kingdom. This is import-
ant: How do we make sure in a time of 
infinite information access that we as a 
community of health care practitioners 
are giving the right information? Unfor-
tunately, there are some in our fields 
who are not delivering true data. We 
must figure out how to make it more 
robust. There are also talks on how to 
authentically engage and communicate 
with different communities. What may 

work in my community may be very 
different than what you may need in 
Colorado, California, or Texas. And so, 
[it’s about] figuring out the needs of the 
community and not just going in and 
trying to hypereducate, because that’s 
not what some [individuals] want. [Indi-
viduals] want to be heard. They want 
their concerns and their fears to be able 
to be aired; coming in and just telling 
them that they’re wrong is not always a 
very effective way of convincing [indi-
viduals] to change. 

ICT®: You use the term “structural 
determinants of health.” I’ve heard of 
social determinants of health. Is there 
any difference? 

Nosanchuk: It’s similar. It has just 
been changing to that newer term over 
the past 3 years or so. It’s because there 
are so many facets to it. It’s not just 
social. There are other aspects in terms 
of race and gender. It’s become a broader 
term to try and catch more of the influ-
ences that come in and affect someone’s 
wellness. 

ICT®: You talked about the problem of 
misinformation. Was that a problem in 
terms of how you went about organizing 
the IDWeek conference? Did you have to 
sift through a lot of data that just didn’t 
make the grade?

Nosanchuk: We have an abundance of 
riches in terms of the [individuals] who 
can speak toward these very compli-
cated processes. We’ve also expanded to 

JOSHUA NOSANCHUK, MD, PROGRAMS CHAIRPERSON 
FOR IDWEEK 2021: “[Individuals] want to be heard. They want 
their concerns and their fears to be able to be aired; coming in 
and just telling them that they’re wrong is not always a very 
effective way of convincing [individuals] to change.”
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get individuals outside of the common 
groups that we frequently used [in the 
past]. We now include social researchers. 
We include many more PharmDs. We 
include many more nurse practitioners. 
When I started going to IDWeek it was 
only infectious disease faculty. Occasion-
ally for some of the basic science work, 
we would have professors in microbi-
ology or immunology talking. We’ve 
become much more inclusive in who 
we are inviting to speak. We also have 
grown into an international meeting. 
We’re including a lot of international 
folks. Last year because of COVID-19 and 
switching to virtual and trying to figure 
out the best way to deliver important 
information…we started something 
called Chasing the Sun, which started 
with US investigators and clinicians, and 
then we included our colleagues from 
around the world. We’re doing that again 
this year. That hopefully will be inter-
esting. We’ll finish with [Rochelle Wal-
ensky, MD, director of the CDC] giving a 
nice presentation on the status of where 
we are. The status is continuously mov-
ing. You may have noticed that there’s 
been a lot of controversy over a third 
shot for the mRNA vaccines, and there 
have been [individuals] weighing in on 

both sides. Rochelle Walensky just made 
the statement that that third booster 
will include [individuals] whose jobs 
put them at enhanced risk for acquiring 
SARS-CoV-2.1 [Individuals] talk to me all 
the time: “Where are we?” I keep saying 
it’s a roller coaster and we’re learning 
more all the time. What we have learned 

over the course of this pandemic has 
been incredible: the numbers of papers, 
the numbers of drugs that have been 
assessed, and some of them have moved 
in and made an incredible difference. 
The care of a patient with COVID-19 
today in my hospital—compared with 
early March 2020 when we first had 1, 
then 2, then 20, then 2000 at a time in 
our hospital—is night and day. It’s just 
incredible. There are new data about 
things like remdesivir as an outpatient 
drug, reducing hospitalizations, and 
improving outcomes. 

ICT®: To go back to your statement about 
misinformation: Do you use preprint stud-
ies sometimes? How do you decide which 
are worth keeping and which are not?

Nosanchuk: That is an incredibly 
important question. It’s hard. There are 
preprints that have come out of leading 
institutions that have then gone under 
fire afterward. You really must look at 
the data very carefully. You must look 
at whether they’ve defined what some 
of their shortcomings are. If they don’t 
describe what their shortcomings are, 
that raises red flags that they really 
were missing some things. The pre-

prints have been very useful for inves-
tigators because they allow them to put 
a placeholder in their research. When 
somebody else comes through and has 
something published, they can show 
that they had this information. This 
has been a challenge for a long time. I 
had, at one point, published a paper on 

a novel gene knockout method for the 
fungus Candida parapsilosis. We had 
shared that technique with a colleague 
and ours was published in The Journal 
of Clinical Investigation, which has a long 
lag time from acceptance to publication. 
My colleague published her work in a 
journal that had a very rapid [time from] 
acceptance to online presence. When 
my paper came out, there were [individ-
uals] saying, “This isn’t new. So-and-so 
already published it.” Being able to 
put things into one of these preprint 
servers has been helpful for the scien-
tific community in general. But it also 
doesn’t mean everything in that realm 
is going to get published [in a peer-re-
viewed journal]. It hasn’t undergone the 
scrutiny, which is so important. Some 
journals have a very low threshold for 
publishing and there are a lot of pred-
atory processes out there requesting 
you publish in their journals for a fee. 
Almost all journals now require a fee. 
One called Cellular Microbiology that 
used to be free has now moved onto a 
new platform and will no longer be free. 
The folks like myself, we get at least 2 to 
5 emails a day from different journals 
saying, “Respected sir, please submit 
a paper to our journal. We’ll give you 
a very fast turnaround time.” There’s 
been literature where people have put 
things like “rubber ducks” or various 
random words into their manuscripts 
and they’ve gotten published. You must 
look at where things are being pub-
lished to validate that it’s real. Some of 
these journals are also on PubMed and 
on other respected networks. How do 
you really determine whether some-
thing is valid? That gets to carefully 
reading the information. If there is an 
editorial that goes with it and analyzes 
some of its positives and negatives, and 
this individual who’s written that edito-
rial is somebody well known in the field, 
that can help as well. More respectable 
journals will often do that with their 
impactful findings. The other thing I 
will say is that time from submission to 

JOSHUA NOSANCHUK, MD, PROGRAMS CHAIRPERSON 
FOR IDWEEK 2021: “What the IPs are doing is a true 

blessing for our community and not always as well 
recognized as it should be….I just want to say thank 
you to all the [individuals] who are doing this work.”
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publication, especially for things about 
COVID-19, was significantly accelerated. 
Many more things were published 
online before [they were published] in 
print through these journals to get that 
information out and to show that it was 
peer reviewed and validated in their 
eyes as being worthwhile for sharing 
with the community.

ICT®: How much of a challenge is it to 
run a virtual conference? Are things being 
done at this virtual conference that you 
think will remain in place even after we’re 
able to meet face-to-face? 

Nosanchuk: An important question. 
When we had to switch a year ago to 
virtual, we had a very short turnaround 
time and the platform did not work as 
well as we would have liked. We looked 
at different platforms and picked Juno, 
which is the one we’re using now. So far, 
we’ve been very pleased and impressed 
with how that’s been functioning. I 
think we will maintain some of these 
simu-live activities. I will also say that 
[during] the last in-person IDWeek that 
we had, we did stream several of our 
higher-impact programs, especially 
some of the named lectures. We were 
testing it. I was in an office watching 
instead of in the room, just to see how it 
would look and how well the fidelity was. 
We were impressed with it. We were 
planning on doing more of that last year. 
But we didn’t because we were fully 
virtual. We’ve been talking about what 
to do in the future. We are very hopeful 
that IDWeek 2022 will be in person and 
discussing what types of things should 
still be broadcast live and how we would 
be able to do that in a way that we’ll still 
have [individuals] coming. Because it 
is something that is incredibly easy to 
stay home and watch. I watched prob-
ably 3 times the number of sessions 
last year virtually then I would have if 
I’d been there. If I’d been there I would 
have been meeting with colleagues and 
sometimes not even making it into the 

room, because you’re in an interesting 
conversation. Whereas at home, I was 
able to watch and, in the breaks, instead 
of going to the poster hall and again 
meeting with colleagues, I watched 
another of the seminars. I thought it was 
incredible how much information I was 
able to get. We also kept the portfolio 
open all year. We were able to share 
that forward with the attendees. Certain 
sessions were impactful. One was on 
some of the real ravages of COVID-19 
on societies. One of those we were able 
to get released so that, for example, the 
medical students at my school were able 
to watch because it was so impactful. So 
how are we going to do this? It’s unclear 
what platform we will be using in the 
future. We really want to get through 
this year’s meeting and [look at] some of 
the new interventions—especially hav-
ing [individuals] come back live after the 
prerecorded presentation to do a Q&A, 
which we couldn’t do last year—and 
see how that goes. We really do want to 
get international folks to the meeting, 
especially from some of the developing 
countries. One of the things I often see 
is manuscripts or poster abstracts from 
individuals from lower-resource coun-
tries that are missing some key things 
that you really would want to see in the 
work to make it more robust, and having 
those individuals come in and meeting 
and talking with them. Introducing 
them to collaborators can expand their 
capacity to do research and discovery in 
the future. It’s important to try and have 
international folks coming in person. 
Many of them also will go and visit an 
institution or two while they’re here 
in the United States because if you’re 
going to spend the money and come, 
meeting with other colleagues is often 
very valuable. I do the same thing. If I 
go to a meeting in Brazil, for example 
in San Paolo, I’ll go and visit colleagues 
I’ve been collaborating with in Rio de 
Janeiro. It is important to foster those 
cross-talks and develop new collabora-
tions because they have resources we 

don’t, and we have resources they don’t.2 
Together, we can always be stronger. 

ICT®: Walensky is going to give a presen-
tation?

Nosanchuk: Dr Walensky was one of 
the chairs of IDWeek in the past, so she is 
very well connected with the Infectious 
Diseases Society of America and IDWeek. 
She has been a wonderful colleague and 
asset to all of us. We often do have very 
well-known keynote speakers, [individ-
uals] from [the National Institutes of 
Health (NIH)], the CDC, and the [World 
Health Organization]. [Anthony Fauci, 
MD, director of the National Institute 
of Allergy and Infectious Diseases] 
launched our Chasing the Sun [global 
broadcast] last year, and that was incred-
ible to have him start out with that. This 
year, [Barney S. Graham, MD, PhD] who 
is from the NIH, will be launching Chas-
ing the Sun. We have been very fortunate 
to have significant individuals in public 
health, epidemiology, stewardship, and 
infection prevention give these major 
talks at IDWeek. We’ve had [individuals] 
from the [Bill & Melinda] Gates Foun-
dation and other impactful foundations 
come and participate as well. We try to 
bring individuals who will inspire and 
who have made major changes in the way 
we address the challenges in our field. 

ICT®: Speaking specifically of IPs: What 
do you think they’d find compelling on 
your agenda?

Nosanchuk: I think it’s remarkable 
when you go through the agenda [con-
cerning] what addresses infection 
prevention. Because how do you look 
at infection prevention? Is it through 
having improved diagnostics, so you can 
have a quicker knowledge of somebody 
being ill or not ill and therefore put in 
faster infection controls to isolate or 
otherwise restrict access to that patient’s 
room? Is it about having better medica-
tions to more rapidly clear an infection 
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so that [individual] can then come back 
into the community? I look at infection 
prevention as an incredibly broad net; 
basically, how do we prevent [individ-
uals] from getting sick? But once they 
are sick, how do we most rapidly and 
efficiently make them better and keep 
them from spreading this disease to 
other [individuals]? It also is structural 
in terms of gowns and gloves. What are 
the right kinds of gowns and gloves? 
COVID-19 is another example of the fact 
that we weren’t sure what to do very 
early on in terms of wearing masks in 
large gatherings: wearing an N95, wear-
ing a face shield. There’s going to be 
information on this. There is a session 
on appropriate gowning and gloving 
in long-term care and nursing homes. 
There’s also a session about how we are 
going to emerge from this pandemic. It’s 
called “Emerging IP Issues Outside of 
Acute Care: There’s No Place Like Home.” 
Focusing on personalized infection con-
trol within various settings. There’s one 
[called] “Infection Prevention in Long-
Term Care: Finding the Silver Lining 
After COVID-19.” Infection prevention 
when the home becomes the health care 
setting. There are interesting presenta-
tions that will energize the community, 
leading to more questions and hopefully 
new studies that will give us better 
answers in terms of how to prevent cer-
tain diseases. If you have something like 
Clostridioides difficile and you have these 

spores that are so resilient, how do you 
treat a home of a patient who has this, 
when they develop it at home, come into 
the hospital, and go back to home again? 
Should we have some type of process to 
clean the home or to clean everybody’s 
shoes in and out of that home? There are 
a lot of unanswered questions. Having 
communities come together and ask 
these is the best way to start addressing 
them in the future.

ICT®: Dr Nosanchuk, is there something I 
neglected to ask that you think is pertinent 
to this topic and that you’d like IPs and 
other health care professionals to know 
about either fungal pathogens or IDWeek?

Nosanchuk: We must always be on our 
toes; frontline individuals like IPs some-
times are the first to start seeing and 
figuring things out. Over the past several 
years, we have [had] Candida auris, but 
we’ve also had Zika, we’ve had Chiku-
ngunya, we’ve had Ebola. We’re going 
to probably see more diseases coming 
as the world continues to get smaller, 
and we have climate change that is dis-
rupting so many areas of our lives. I just 
would advocate for [individuals’] ongo-
ing vigilance. The other thing I would 
say is that what our community is doing 
is so incredibly important. When I teach 
the medical students, one of the things 
I want them to always remember is that 
washing their hands is one of the most 

important things they can do for the 
wellness of their patients. Simple things 
like that, always stopping to think, “Let 
me wash my hands. Let me wash my 
hands after.” Constantly putting infec-
tion prevention ideas and processes in 
place is what will keep our community 
the safest. What the IPs are doing is a 
true blessing for our community and not 
always as well recognized as it should 
be. Even though you think “maybe I’m 
just doing the same thing over and over,” 
it’s an incredibly impactful activity that 
changes lives and saves lives. I just want 
to say thank you to all the [individuals] 
who are doing this work. Over my career, 
I’ve seen it improve and continue to 
improve and it’s so impressive. 

This interview has been edited for 
clarity and length.
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To appreciate just how fast COVID-19 moves and 
mutates, the topic for a panel discussion at this year’s 
IDWeek 2021 was “PPE in the Post-COVID World: 
Is Universal Masking the New Standard?” Monica 
Gandhi, MD, MPH, chaired that panel and recently told 
Infection Control Today® (ICT®) that the topic had been 
chosen before the Delta variant of COVID-19 surfaced. 

“That was a time when things were getting so 
much better,” Gandhi tells ICT®. “And it was a true 
question: Do we need to universally mask in health 

Discussing Pros, Cons 
of Universal Masking 

Post–COVID-19
BY FRANK DIAMOND
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care settings? Then Delta hit and because 
of that the talk changed. All of our talks 
changed because we thought we were 
emerging from the pandemic when we 
designed this session.” (IDWeek 2021 was 
held from September 29 to October 3.)

As of this writing, the Delta variant 
appears to be waning, so Gandhi says: 
“The question still stands: When we get 
through this, will universal masking be 
standard?”

The answer is that universal masking 
will be the standard in health care settings 
for the foreseeable future but not for the 
long term, said Gandhi, a professor of 
medicine and associate division chief 
(clinical operations/education) of the 
Division of HIV, Infectious Diseases, and 
Global Medicine at the University of San 
Francisco and San Francisco General 
Hospital in California. 

Universal masking in society will not 
happen in the United States for various 
reasons, said Gandhi. For one, the CDC 
is considering easing masking guidance 
for indoor settings. For another, too many 
in the public would simply ignore such 
guidance. “I think that we have too many 
mixed feelings here, and it won’t be rec-
ommended universally,” Gandhi said. 

There are several factors at play when 
considering universal masking in health 

care facilities, said Gandhi. Infection 
preventionists (IPs) or other health care 
professionals work around vulnerable 
patients. They are also working in envi-
ronments that might be contaminated by 
COVID-19. “We all agreed that universal 
masking is necessary now, and likely for 
quite a long time,” said Gandhi.

However, the panel couldn’t agree on 
whether universal masking should be 
standard for all patient interactions for-
ever. Both the patient and the caregiver 
would likely be vaccinated, and possibly be 
sitting 6 feet away from each other quietly 
discussing a course of care. It’s the sort of 

conversation that patients and primary 
care physicians often have.  

Gandhi cited a famous randomized 
controlled study published in 2013 in 
BMC Family Practice that showed patients 
weren’t as comfortable talking to practi-
tioners wearing masks.1 

“There was a very clear, statistically 
significant difference that patients felt 
there was a loss of empathy in the inter-
action,” Gandhi said. “Primary medicine 
interaction that occurs in the outpatient 
setting, that’s a very strong connection. 
So, again, I don’t think we’re going to be 
universally masking in the future forever.”
If universal masking continues for a time 
in the post–COVID-19 world, then IPs 
will need to put that on their checklists. 
Gandhi said IPs “are going to have a really 
important role in maintaining surgical 
masking…for at least 6 more months.” 
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Partnership Offers Jobs to 
People With Disabilities
Three organizations find themselves at the intersec-
tion of manufacturing and human betterment. The 
manufacturing company Bollé Safety has partnered 
with SourceAmerica, a company that seeks to find 
employment for people with disabilities. SourceAm-
erica connected Bollé Safety with New Hope, a Tex-
as-based not-for-profit organization with the same 
mission. In the case of this particular partnership, the 
jobs will entail the employees manufacturing safety 
eyeglasses and goggles. 

Corey Heritage, SourceAmerica’s vice president 
of business development, says in a press release that 
the 3 organizations “are creating jobs, bringing safety 
eyewear to those who need it, and at the same time 
stimulating the economy with a product that will 
be assembled in America by a talented workforce of 
individuals with disabilities.”

Peter Smith, CEO of Bollé Brands Group and pres-
ident of Bollé Safety, stated in the press release that 
“we’re very proud to partner with SourceAmerica and 
New Hope to help advocate for the value of people with 
disabilities in the workplace....”

According to the press release, Bollé Safety products 
are worn in over 100 countries in all sectors of activity 
in which there is a risk to the eyes and face, including 
in health care settings.

www.bolle-safety.com/us/

www.sourceamerica.org

www.newhopeinc.org

Trying to Get Better Handle on Sharps
One thing that presumably remained 
constant throughout the COVID-19 pan-
demic—and may have in fact become even 
more of a problem—is that sharps injuries 
remained a major occupational concern for 
infection preventionists and other health 
care professionals. Healthmark Industries 
thinks it may have reduced the threat of 
injury from sharp medical devices with the 
launch of its new product, Instrument Pro-
tectors. The product is part of Healthmark’s 
Instrument Care product line.

“The single-use Instrument Protectors 
provide protection for sharp and fragile 
items to the point of use,” the company 
said in a press release. “Manufactured 
from SBS [solid bleached sulfate] paper-
board, the Instrument Protectors are 
equipped with a mounting surface to 
hold items in place to prevent them from 
sliding around or out.”

The product ensures 
easy retrieval from pack-
aging thanks to a finger 

hole, the company says. It comes with an 
expandable base that accommodates both 
curved and larger items. An open window 
allows for better exposure.  

“The Instrument Protectors are avail-
able for purchase in boxes of 100 and 
are offered in the following sizes: 5.5 x 
9.5 in, 3.5 x 6.75 in, and 1.75 x 8.25 in,” 
the company says in the press release. 
Healthmark has been manufacturing 

devices for health care 
since 1969. 

www.hmark.com

Manufacturer: 
Device Maintains 
Body Temperature
Maintaining a patient’s normal 
body temperature can do a lot 
toward ensuring the success of an 
operation or procedure. However, forced air warming systems carry with 
them the increased risk of infection. Encompass Group—a manufacturer 
and marketer of reusable textiles, professional apparel, and disposable 
and single use medical products—thinks it’s come up with a solution to 
this problem.  

Encompass recently received notice of issuance of a patent from 
the U.S. Patent and Trademark Office (USPTO) for its new Nova patient 
warming system. 

“Nova combines a unique Thermoflect metalized fabric exterior layer 
with a proprietary carbon heating layer—managed by an external control 
panel—to warm patients without air movement,” the company says in a 
press release. “It works by banking a patient’s heat before surgery and 
maintaining normothermia throughout the surgical process. This helps 
reduce the infection risks associated with forced air warming systems.”

The company points out that the fact that Nova has no moving parts 
eliminates the potential for distraction in the operating room. It helps 
both patients and caregivers because it’s simple to apply and stays in 
place, the company says. It’s easy to use and doesn’t generate excess heat: 
Patients stay warm, while health care professionals stay cool. 

Eric Howard, vice president and general manager of the TECHStyles 
division of Encompass Group, says in the press release that “the many 
benefits of maintaining patients’ normothermia are well known. It helps 
improve patient outcomes, mitigate surgical site infections, limit hospital 
stays, enhance patient comfort, and reduce the cost of health care. And 
now, with Nova, clinicians have a better way to help patients do better.”

www.encompassgroup.com
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Give it a super new package.
More Convenient: The #1 wipe in healthcare1 is now 
available in a softpack format that is easy to use and store.

More Flexible: Compact design offers greater flexibility 
for disinfection on the go in acute care and non-acute 
care settings.

More Sustainable: The new softpack format contains 
80% less plastic and reduces the overall waste footprint.2

Visit pdihc.com/supernewpackage

1. GHX Intelligence Date 2020 Q4
2. In comparison to weight of plastic for similar canister format; data on file
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